To demonstrate several ways to use the Breisky retractor as an alternative to a traditional uterine manipulation system with a colpotomizer cup. DESCRIPTION: A Breisky retractor is a versatile tool that is traditionally used in vaginal surgery, however it can be employed in laparoscopic surgery as well. In situations when a traditional manipulator cannot be used, the Breisky retractor provides an excellent tool for manipulation and improved visualization. It allows the surgeon to delineate the anterior and posterior fornicies, and also helps to demarcate the vaginal borders. This tool allows procedures to proceed laparoscopically in a safe manner that might not otherwise be able to. The most common situations in which a surgeon may want to employ this technique are in patients with a very narrow introitus in whom a colpotomizer cup does not fit, or in patients who have a stenotic os or an ablated cavity in which a manipulator cannot be inserted. In this video, we demonstrate tips and tricks on how to leverage the Breisky retractor when faced with these situations, as well as a didelphis uterus, an obstructing cervical fibroid, and when performing dissection during a sacrocolpopexy or trachelectomy. CONCLUSION: Utilizing the Breisky retractor in situations in which a traditional manipulator and colpotomizer cup cannot be used can improve visualization and safety. 
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The purpose of this video is to demonstrate a defect specific transvaginal technique for enterocele repair using fascia to fascia closure combined with an apical vault suspension procedure (sacrospinous ligament fixation). DESCRIPTION: An enterocele is a hernia in which peritoneum and abdominal contents displace the vaginal epithelium. Endopelvic fascia is absent and small bowel fills the hernia sac. Anatomically they may be anterior, apical, or posterior in relation to the vaginal apex and often occur with other areas of vaginal wall prolapse. This video presents an enterocele closure method involving re-approximation of the pubocervical and rectovaginal fascia using delayed absorbable monofilament suture in a continuous fashion combined with sacrospinous ligament fixation. This procedure is a modification of the Shouldice repair for inguinal hernias. Noted as the gold standard for prosthesis free inguinal hernia repairs, the Shouldice method incorporates the principles of a tension free repair with continuous suturing technique that distributes the strength evenly along the full length of fascia. It does not involve the use of mesh and has a recurrence rate of 1%. CONCLUSION: Vaginal reconstruction with fascia to fascia closure using a modification of the Shouldice technique can be completed with apical suspension procedures to repair and prevent enterocele formation. It is a cost effective, native tissue option for those patients who do not wish or may have contraindications to mesh or abdominal repairs.
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Joseph Panza: Nothing to disclose; Jessica Heft: Nothing to disclose; Parisa Samimi: Nothing to disclose; Daniel H. Biller: Nothing to disclose. OBJECTIVES: Describe the technique of laparoscopic ultrasound during robotic assisted myomectomy. DESCRIPTION: Myomectomy is a surgical option for managing fibroids in women wanting to preserve their fertility. Tactile feedback is diminished with laparoscopic and robotic surgery making it more challenging to identify fibroids. Robotic assisted myomectomy leads to a higher number of residual fibroids than abdominal myomectomy. Intraoperative laparoscopic ultrasound is emerging as an adjunct for detecting fibroids. Laparoscopic ultrasound for myomectomy was first described in the literature in 2004. It was used to identify the precise location of a 2cm intramural fibroid that distorted the cavity but could not be seen laparoscopically as the uterine contour was normal. This technology leads to detecting a greater number and volume of fibroids than preoperative ultrasound or MRI. Use of laparoscopic ultrasound is associated with a decreased rate of residual fibroids. Laparoscopic ultrasound allows for optimal placement and minimization of uterine incisions. It may also help to establish the nearness of the endometrium. This helps to minimize trauma to normal myometrium and entry into the endometrial cavity. This video demonstrates the use of laparoscopic ultrasound during robotic assisted myomectomy. CONCLUSION: Laparoscopic ultrasound can be used to identify fibroids and the endometrium during robotic assisted myomectomy DISCLOSURE OF RELEVANT FINANCIAL RELATIONSHIPS: Alyssa Small Layne: Allergan, One time speaker, Honorarium; Jasmine Pedroso: Nothing to disclose; Melissa Gutierrez: Nothing to disclose.
Laparoscopic ultrasound during myomectomy
32 Single site laparoscopic approach to cornual ectopic pregnancy S. Markee, E. Bhattacharyya OB/GYN, University of Hawaii, Honolulu, HI OBJECTIVES: Cornual ectopic pregnancy (CEP) is a rare and makes up only 2-4% of ectopic pregnancies. This video describes a case of CEP that was successfully treated with a laparo-endoscopic singlesite (LESS) wedge resection of the uterus. DESCRIPTION: This is a case report in which a 39 year-old G3P1011 woman at 9 weeks gestation by last menstrual period presented with vaginal bleeding and was found to have a CEP on transvaginal ultrasound. She desired a minimally invasive approach and underwent a LESS wedge resection. Compared with conventional multiport laparoscopy for benign adnexal surgery, LESS has been shown to 
